Antidepressants can be an effective treatment option for a range of disorders other than depression. These include anxiety disorders, eating disorders and premenstrual dysphoric disorder. The efficacy of antidepressants in these disorders is independent of whether there is a mood disorder. However, there is an important, and sometimes superior, role for psychosocial interventions. Caution is needed in prescribing antidepressants if there is a history of bipolar disorder.
Introduction
In addition to depression, antidepressants may be useful in a range of other disorders. They can be used in the anxiety disorders, and in some eating disorders. The selective serotonin reuptake inhibitors (SSRIs) have been shown to ameliorate the symptoms of premenstrual dysphoric disorder. The tricyclic antidepressants may have a role in the adjunctive management of a range of disorders including chronic pain, headache and enuresis.
Anxiety disorders
Many patients with anxiety disorders do not require drug treatment.
Non-drug treatment
Cognitive behaviour therapy is a highly efficacious treatment for the anxiety disorders. Patients who complete therapy can achieve large reductions in symptom distress and improvements in global functioning. For example, in panic disorder up to 90% of those completing such therapy become panic-free. Exposure-based treatments also have an important role in post-traumatic stress disorder. While pharmacotherapy is associated with high relapse rates following discontinuation, the effect of cognitive behaviour therapy can persist over time. However, some patients are too depressed to participate effectively in cognitive behavioural programs, and comorbid depression is one indicator of poorer outcome. For these patients antidepressant pharmacotherapy may be effective.
Cognitive behaviour therapy can be introduced later as their depression improves.
The question of whether combined cognitive behaviour therapy and antidepressant treatment offers any acute or long-term benefit remains unresolved. In the long term, the inclusion of cognitive behaviour therapy appears to confer some advantage.
Hence, current recommendations advise offering cognitive behaviour therapy wherever possible.
Exposure-based programs are the treatment of choice for specific phobias. No drug has established efficacy.
Drug treatment
Although benzodiazepines are effective at reducing the somatic symptoms of anxiety more quickly than antidepressants, they do not result in as great a functional improvement.
Antidepressants have an intrinsic anxiolytic action that is not dependent on the presence of comorbid depression or on producing sedation.
Panic
Placebo-controlled trials show that imipramine, clomipramine and the monoamine oxidase inhibitors are efficacious in reducing both the frequency of panic attacks and phobic avoidance. 1 In numerous placebo-controlled trials SSRIs have reduced the frequency and severity of panic attacks, and also improved functioning.
Social anxiety disorder
Monoamine oxidase inhibitors and SSRIs are more effective than placebo, beta blockers and benzodiazepines in the treatment of social anxiety disorder. SSRIs are now considered to be first-line pharmacological treatment and somewhat more than half the patients (or about twice as many as those on placebo) will be much or very much improved.
Obsessive compulsive disorder
In obsessive-compulsive disorder antidepressants only achieve a moderate reduction in symptoms. 2 
Post-traumatic stress disorder
SSRIs have emerged as first-line pharmacotherapy as they have a more consistent superiority over placebo than monoamine oxidase inhibitors and tricyclics. In addition, several open studies of SSRIs have suggested that they may produce improvements across a broader range of symptoms, including reductions in emotional numbing which is a difficult symptom to treat. As yet, there is little information regarding which patients get the best response, the time course of any response or the optimum dose and duration of treatment.
Using SSRIs in anxiety disorders
SSRIs may have an initial 'activating' effect that can intensify some symptoms of anxiety. It is recommended practice to commence anxious patients on half the minimum tablet strength. The patient remains on this dose for several days to a week until they feel reasonably comfortable; they can then increase to a full tablet. Caution is needed in patients with a history of bipolar disorder as antidepressants can trigger, for example, a manic relapse or rapid cycling.
Many patients will require more than the minimum dose to achieve good control over their symptoms of anxiety and panic.
Anxiety disorders differ markedly from depression in the time taken to achieve remission. A recent review reported that after eight weeks of treatment 40-50% of patients have achieved remission, and that this number increases with time. 3 There is no evidence to guide the choice of the next antidepressant in the case of non-response or failure to achieve remission.
Eating disorders
Non-drug treatment is the mainstay of management, but antidepressants may have a role in some eating disorders.
Bulimia nervosa
Many antidepressants have been shown in randomised controlled trials to reduce binge eating and purging in patients with bulimia nervosa. Antidepressants also reduce concerns about body weight and shape and reduce symptoms of depression and anxiety. 4 Tricyclic antidepressants, monoamine oxidase inhibitors, buproprion and SSRIs have all shown efficacy.
There are few controlled follow-up studies. Limited evidence suggests that compared to the treatment of anxiety disorders, there may be better long-term maintenance of gains, providing the initial treatment is continued for long enough (at least six months is recommended). However, it seems that even on continued medication up to one-third of patients may relapse. Open-label studies suggest that changing to a different antidepressant in these cases may produce improvement. 5 Cognitive behaviour therapy is more effective than antidepressants in bulimia nervosa. The inclusion of cognitive behaviour therapy in a treatment program appears to give some protection against relapse. So far, the evidence is equivocal regarding whether the addition of antidepressants to cognitive behaviour therapy confers any additional benefit in the short term, except to relieve depressive symptoms. 5 
Binge eating disorder
The results of the small number of randomised controlled trials in binge eating disorder suggest that SSRIs may be helpful in reducing binge eating and weight. So far, their long-term effectiveness is unknown.
Anorexia nervosa
In contrast to the bingeing disorders, pharmacotherapy is of no particular value in the treatment of anorexia nervosa. For the severely underweight, nutritional restoration and metabolic stabilisation represent potentially life-saving acute treatment.
In the longer term, a holistic, supportive approach is generally recommended, since controlled trials have not shown specific psychotherapy to be superior to non-specific treatment.
Premenstrual dysphoric disorder
Although there has been controversy about the diagnosis, premenstrual dysphoric disorder has been defined as a psychiatric problem. The regular mood disturbance must be differentiated from a primary anxiety or depressive disorder. To establish the diagnosis ask the woman to keep a daily record of her moods and physical symptoms over two successive cycles.
Often this in itself will reveal helpful information, for example, identifying exacerbating psychosocial factors that might be amenable to change. 
Self-test questions
The following statements are either true or false 
